Dore: Case for Diagnosis; Goldsmith: (?) Morphoea infiltration. But he (the speaker) did not think too much stress could be laid on this; it was due to the stage at which the afection happened to be seen. He did not doubt that these cases were closely related to the granuloma annulare group, of which many different types were seen.
Another patient whom he had shown some years ago had circular lesions at every menstrual period, disappearing in two or three weeks, then re-appearing almost at once. In most of the cases there was not marked pigmentation as in this case, nor the curious incurving of the edges as in Dr. Dore's and his own cases. He did not know what the fetiology was.
Dr. J. M. H. MAcLEoD (President) said that the case reminded him of one recently under his care. The rings and gyrate lesions Were as-frarked as in the present case. The patient was a man who, when seen, had had the eruption for five weeks. No cause was ascertained; he was given calcium lactate and the eruption cleared up in three weeks.
Dr. H. C. SEMON said that he had a clinically similar recurrent case in a young woman. She differed from the President's and Dr. Dore's patients in exhibiting severe constitutional and febrile symptoms with every recurrence of the ringed eruption, which had always been regarded as a sub-type of erythema multiforme. Benefit resulted from enucleation of the tonsils, but the attacks had persisted in a less acute form since 1913; a focal cause, possibly intestinal, was probably still present.
(?) Morphcea or Tuberculosis Cutis. By W. N. GOLDSMITH, M.D. K. S., MIDDLE-AGED married woman, came to Dr. Gray's out-patient department in March, 1927, with the present lesion on her left shin. It was diagnosed as morphoea by Dr. Gray and described as an irregular, dark brownish yellow patch, very hard. The upper edge showed hypertrophy and lower part atrophy. It had existed for three years and began after an injury in two patches, one above and the other below the injury, and these patches coalesced. Since then the extent of the lesion has slightly increased, and there has been no material response to treatment.
The main characteristic of the lesion consists in the skin being hard and firm, very smooth and shiny, brownish lilac in the thickened parts and yellowish in the depressed parts. One obtains the impression that the changes are mainly in the cutis. During the last few months a similar patch has appeared on the right leg. There is no tendency to ulceration and biopsy incisions heal up rapidly. She has suffered from indigestion for many years, also from rheumatic pains: a radiogram reveals slight osteo-arthritis of her lumbar spine.
Biopsy of a thickened portion of the edge, April, 1927.-Massive infiltration, mainly of small round cells and fibroblasts, involving the whole thickness of the skin and of the superficial part of subcutaneous tissue. The epidermis is thin, but otherwise fairly normal. Now, according to Kyrle, in scleroderma the cellular infiltration is always confined to the neighbourhood of the slightly dilated vessels and never attains to the extent of a diffuse flooding of the cutis. This may, however, occur in the condition known as idiopathic acrodermatitis atrophicans, some examples of which may clinically resemble scleroderma. But the difference between the two is that in acrodermatitis atrophicans the elastic fibres disappear early and the collagen is not obviously affected, whereas in scleroderma the collagen exhibits swelling and clumping, and the elastic fibres are normal. In this first biopsy from my case there is a marked disappearance of elastin from the infiltrated area, and not, I think, a very striking change in the collagen. Otherwise there is nothing to be seen in the cutis except thickening of the deep vessels. But deep down in the subcutaneous tissue, at the extreme edge of the section, is a well-defined little tubercle containing a giant cell. The state of the guinea-pig is so far quite normal, but only three weeks have elapsed since injection.
The tuberculin reactions of the patient carried out intradermically are positive, but only moderately so.
The histology of this case appears to assign it a different category from that of seleroderma; probably it should be classed with tuberculosis cutis, but, clinically, it is typically morphcea.
Di8cusion.-Dr. H. MACCORMAC said that in 1922 he and Dr. Stowers had exhibited cases at the Section with lesions exactly similar to those now present in Dr. Goldsmith's patient. In his case the pigmented scar on the leg, which was finely grained by numerous blood-vessels, was of twenty years' duration and resembled lupus erythematosus of the scalp. There was also a small hypodermic nodule in the right thigh. The opinion he then expressed was that the condition represented a form intermediate between lupus erythematosus and Bazin's disease.
Dr. J. M. H. MAcLEoD (President) said that he did not lay much stress on the presence of giant cells in the diagnosis of microscopical sections and did not know of giant cell formation in scleroderma. Dr. A. M. H. GRAY said that though one spoke familiarly of the bypertrophic and atrophic phases of scleroderma, especially in the diffuse type, he did not think, however, that one often saw the hypertrophic phase in localized scleroderma. He had seen a certain number of cases of morphcea, but he did not remember one in which this definite hypertrophic phase was present. It might be that as it was not often seen there had been no opportunity of cutting sections at that stage. It was true that, in the present case, one section was cut from a patch which showed atrophic changes, but the patch excised intact showed no atrophic change. The sections threw an interesting light on the possible setiology of the condition. Whether by looking at a section only one could say that a condition was tuberculous he did not know. Apparently pathologists were prepared to state this, but he thought most Members of the Section would be disinclined to say, from the histological appearance alone, that a condition was due to tuberculosis.
